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F 000 | INITIAL CCNIMENTS F 000 Preparation and/or execution of this
Plan of correction in general, or
This visit waii for @ Recertification and State This coxrective action in particular,
Licensure Sdrvey. Thig visit included the Does not constitute an admission or
investigationi of Complaint INOBOBS048. Agreement by ¢his facility of the
Complaint IN 70085048 substantiated; no Facts alleged or conclusions set
deficiencies f elated to the allegations are cited. Forth in this statement of deficiences.
' The plan of correction and specifie
Survey dateg January 24, 25, 26, 27, 2011 Corrective actions are prepared and/
Facilty numbsr: 000070 ﬂ :};e;gtet:ll lm compliance with state
Providet nuimber: 155149 ederal Iaws.
AM numbe> 100286190
Survey tzam:
Connle Landitan RN TC
Diana Zgon:I 3N
Christl Davidé on RN
Courtney Harilton RN
| Eensus bed tpe:
SNF: 8
FINF- 3!
}P : fal: i
K -
IN Census payor fype;
{ )/ Medicarg: 14
Medicala: 54
Other: 2
Total: 70
Samiple; 5
This deficiend] also reflects State findings in
accordarice with 410 |AC 16.2.
Quaiity review, completed 1-31-11
Cathy Emsw:lisr RN
F 441 483.65 INFEZTION CONTROL, PREVENT F 441
(XG) DATE

OR F,;HOVIDEHISUP LIER REFRESENTATIVE'S SIGNATURE

IABOM&?CTOR'S
f?.-c.ﬁég

TT.E

2

Any deﬁcft{ncy’;tatement andind with an asterisk (*) denotes a deficlancy which the institution may be excused from corvecting providing It Is determined that
other safeguands provida sufficié nt protaction to the patlants. (See Instructions.) Except for nursing homes, the findings statad above ara disclosable 80 days

following the date of survey wke
days following tha dale thasa cid sumen
program partlgipation.

 her or not & plan of correction is pirovided, For nureing homes, the abova findings and plans of correction are disclosable 14
ts are made available to the facility. If deficiencies are cited, an approved plan of correction [s raquisite to contintied

-
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A BUILDING
' c
B. WING
| 155149 .01/27/2011
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- .
F 441 | Continued ='om page 1 F 441] Itis the intent of the facility for
88=E | SPREAD, LINENS Nursing staff to utilize proper

The facifity st establish an Infection Control

The facility riust establish and maintain an
Infection Cotitrol Program desighed fo provide a
safe, sanitart and comfortable environment and
to help preve nt the deveiopment and transmission
of disease ahd infection.

{a) Infection i Zontrol Program

Prograrn urnder which it -

(1) Investigal es, controls, and prevents infections
in the fecility; ‘

(2) Dacites {/hat procedures, such as igolation,
should be aplied to an individuat resldent; and
(3) Maintair.s a record of incidents and corrective

actions relaté- to infections.

(b) Praventin 3 Spread of [nfection

(1) When tre infection Control Program
determines that a resident needs isolation to
prevent the £aread of infection, the facility must
isolate the rezident.

(2) The faciity must prohibit employees with a
communicabie disease or infected skin lesions
from dirsct otintact with residents or thelr food, if
direct conta s will transmit the diseage.

(3) The facifitf must require staff to wash their
hands after & ach diract resident contact for which
hand washing: is Indicated by accepted
professiona {ractice.

(c) Linens
Personnel mtst handle, store, process and
transport lin2ns so as fo prevent the spread of

infection.

‘1. Actions Taken:

Hand washing prior to a
Medication pass, and to clean
Scissors between resident uses.

F441 Infection control  *

A. In regards to Residents # 44 and
56: All nursing staff were re-in-
service for proper hand washing,
infection control, appropriatc use
of gloves, use of hand san.i,tizei",
appropriate cleaning of
scissors/equipment prior to and
after each resident use.

2. Others Identified:

A. All residents conld potentially
be affected.

3. Measures put in place:

A. All nursing staff in- serviced on|
proper hand washing, infection
control issues/concerns, usage of
gloves and hand sanitizer, and
appropriate cleaning of
scissors/equipment prior to and
after each resident use,

.|
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F 441 | Continued F-om page 2 F 441| B. Proficiency for hand washing
This REGUIREMENT is not met as evidenced will be completed for all nursing
by: _ staff. :
Based 5n ol dervation, record review and
interviaw, ¢ faoility failed to ensure residents ; ae? will
were frise fdm the risk of infection from the lack C. §MA s and Niu I:;ZS fw; have
of hancwast ing by staff, prior to medication pass proficiency completed 10T proper
and failed 10 clean scissors between resident use hand washing and glove usage,-and
during one df two medication pass observations. appropriate use of hand sanitizer.
This pracficé had the potential to affect 43 of 70
resldenis cufl rently In the facility. (QMA #1, LPN
., Res 3 , #56 .
#2, Residents #44 ) 4. How Monitored:
Findinge Inziide: , _
. S A. DON/Degsignee will do random
A policy daed 01/01/05 tlt!:ad Policy. Enteral andits of three medication
Medication Adminiatration” provided by the ses per week for 4 s
adminlatratsl on 01/26/14, at 8:15 A M. included, passes p eK. 101 & wee
but was nof [ mited te,..."1. Wash hands, don, _and then monthly thereafter
gloves...." On going for proficiency.
A policy date? 01/07 titled "Handwashing" _
pravided by §1e administrator on 01/26/11, at 8:00 o _ _
A.M., inclucéd, buf was not limited to, "Policy. All B. Administrator/Designee will
staff will useisroper handwashing technique fo review aJl audits as completed.
prevent the goread of infection as per Center of
Disease Cori ro] Guidelines (Guideline for . e .
| Infestion Cortrol in Hospital Personnel)...3. C. AI! audits and proficiencies will
Repeat witk #:ach resident contact....” be reviewed in the monthly
' _ QA&A raceting for review and
On 01/24/11:3t 1:40 P.M., during the medication Foliow up. :
| pass observétion on the B wing with 43 residents,
PN #2 dlid ni>t wash hands or use hand sanitizer ) .
before prepaling Resident #44 medications to be 3. Tl}xs'plan of correction
administered|through a feeding tude (G-tube). constitutes our credible
No handl san|izer was observed on the . allegation of compliance with all
| medication it LPN #2 did hot wash hands reculatory requireme
. - nts. Our
upon entering the room of Resident #44. LPN#2 : die of CO}I;I 1Eti X.I: ; o
did rot don gioves prior to medication - pletion Js 2=t
dmirlstratiol of Resident #44. LPN #2 stopped ebruary 14, 2011.
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F 441 | Continuéd ~'om page 3 F 441

the conlinuais feedings and capped the end of
the feeding ibe. LPN #2 checked placement
with auscultstion. The LPN checked residual,

She flushedihe G-fube. LPN #2 administered the|

first medicat an through the G-tube. She flushed
the G-tube. - The LIPN administered the second
medication through the G-tube. She flushed the
G-tube. LP¥ #2 administered the third
medication. (The LPN flushed the G-tube. She
restarted thel continuous feedings through the
G-tube. At H attime, LPN #2 was interviewed
regarding thé policy and procedure for
malntaining iifection control with medication
pass. LPN itdicated she did riot wash her hands
prior to ihe 7 edication pass and that hand
sanitizer wag not on the medication cart,

On Q4/26/1 at 9:00 A.M., during medication
observation ¢n the B wing with 43 residents, QMA
#1 was obsif ved retrieving sclssors from the
medication zirt. The sclssors were hot cleaned
before using | hem to cut open four separate
redioation phiches for Resident #56. After the
medication w s administered, QMA #1 put the
scissors in hili scrub top pocket and exited the
room. He thén placed the scissors back in the -
med carl witH sut cleaning off the scissors. QMA
#1 was interv ewed at that time, and indicated he
was nof awar: of any instructions or polley for
cleaning the ¢ cigsors between resident use.

During e d2 ly conference with the administrator
and director ¢F nursing on 01/26/11 at 3:00 P.M.,
a policy concéirning cleaning scissors was
requested, & of exit on 01/27/11, no policy or
additionat in¢rmation regarding the lack of &
policy and pr¢oedure for cleaning the sciszors
betwaen resi ent use was provided.

-
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